Malignant tumors arising from trachea are not common. This paper presents an example of primary tracheal adenoid cystic carcinoma treated by surgical resection with good prognosis. A 46-year old woman presented with a short history of dyspnea. Five months before the onset of dyspnea, the patient had mild wheezing. She had no history of smoking. Physical examination suggested primary tracheal tumor. The patient underwent a V-shaped resection of 3.5cm of trachea followed by reconstruction with the trough method. Histological examination revealed adenoid cystic carcinoma. Adjuvant chemotherapy was indicated with 50mg of adriamycin postoperatively. The patient has done well for 12 years with no further treatment. The tumor was an adenoid cystic carcinoma that was slow-growing, infiltration of mucus membrane was few and growth fraction (mitotic index was less than 1%) was low. Those were considered the reason for good prognosis. (Keio J Med 44 (1): 30-32, March 1995) 
Cervical tomography demonstrated that 2-cm, broad based, oval shaped mass projecting from left side of trachea at the level of the second tracheal ring. Because of increasing respiratory distress, especially anteflexio position, emergency tracheotomy was performed.
On admission, by using bronchoscopy, swelling from the left side of trachea was detected, but the basal surface of the lumen was normal. Preoperative examin ations including CT scan (Fig 1) , Ga scintigram and esophagogram made us the diagnosis of chondroma or other benign tumor arising from tracheal cartilage.
On 31st of January, partial resection of trachea for 3.5cm by wedge-shaped excision together with tracheal reconstruction using trough method was carried out. The trough method is a staged operation for repairing upper Reprint requests to: Dr Naoyuki Kohno, Department of Otolaryngology, Juntertdo University School of Medicine, 2-1-1 Hongo, Bunkyo-ku, Tokyo 113, Japan trachea using anterior neck skin. The first sage, partial resection of the trachea is carried out and a trough (large tracheostoma) is performed. Four or five weeks later, tracheal reconstruction utilizing a skin tube is performed.
During the operation, hard yellowish-white color tumor projecting from inside of the tracheal wall to outside at the level of second tracheal ring (dumbbell shaped) was detected. Tumor extended externally to the tracheal rings. The tumor mainly located on the back side of trachea and recurrent laryngeal nerve was com pressed laterally approximately 1 cm. The tumor mass was well capsulated and any adhesion was not detected. The partial resection of the trachea at the level of first to sixth tracheal cartilage and total resection of dumbbell The tumor was characterized by a small glandular with cribriform pattern and had mucus-secreting cells and very little cellular atypia. Histopathology of per manent preparation was diagnosed as adenoid cystic carcinoma (Fig 2) . On this account , additional removal of left thyroid gland, anterior cervical muscles , left re current laryngeal nerve, three fourth of first to sixth tracheal cartilage and cricoid cartilage were carried out .
Excised nerve showed perineural invasion of the tumor. Thus 50mg/body of adriamycin was administered post operatively. The patient has done well for 12 years with no further treatment (Fig 3,4) .
Discussion
Primary tracheal carccccinoma is rare disease. Price reviewed the world literature up to 1979 and found 352 cases of tracheal malignancy.3 This review shows 55% squamous cell carcinoma and 31% adenoid cystic car cinoma. Other tumor include adenocarcinoma, anaplastic carcinoma, small cell carcinoma, lymphoma, chondro sarcoma, carcinosarcoma, mucoepidermoid carcinoma and carcinoid tumor. In spite of this fact, in Japan, adenoid cystic carcinoma is the most common.4,5 Typical presentation of adenoid cystic carcinoma shows exophytic growth. Compression or displacement of structures is common, but metastasis involvement of adjacent nodes is less common than in squamous cell lesions. As indicated of the present case, the propensity for this tumor to extend by perineural invasion is well known. In contrast to squamous cell carcinoma, adenoid cystic carcinoma has a tendency to a more equal sex distribution, a younger population, and frequently a non-smoking history.
The prognosis of tracheal cancers depend upon the cell type and the size of the lesion. Hadju reports the average survival time of this disease to be nine years, as compared to nine months for squamous carcinoma. Those patients with either squamous cell or mucus-secreting adenocarcinomas that are large in size have a poor prognosis.6 Furthermore extra tracheal extension corre lates with poor prognosis whereas length of tumors does not. Over all five year survival is around 30%. Patients with extra tracheal extension show 18% five year survival while those with only intraluminal disease show 50% survival.7 Local recurrence is the usual cause of death. Pulmonary metastasis may occur many years after the onset of local lesion and may remain asymptomatic for many years. In the present case, the tumor was an adenoid cystic carcinoma that was slow-growing, infiltration of mucus membrane was few and growth fraction (mitotic index was less than 1%) was low. Those were considered the reason for good prognosis. However the tumor extended externally to the tracheal rings and contained mucus secreting cell. Thorough follow up including local recur rence and distant metastasis should be warranted.
